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Volume 54, Number 6 Abstracts 1859Preoperative Prediction of One-Year Mortality After Thoracic Endo-
vascular Aortic Aneurysm Repair (TEVAR)
Salvatore T. Scali, Catherine K. Chang, Robert J. Feezor, Philip Hess, Jr.,
Thomas Beaver, Tomas D Martin, Thomas S. Huber, Adam W Beck,
University of Florida College of Medicine, Gainesville, Fla
Background: Thoracic endovascular aortic aneurysm repair (TEVAR)
is known to have a mortality benefit over open repair in thoracic aneurysm
patients, and has become a mainstay of therapy. Because death before 1 year
after TEVAR likely indicates an ineffective therapy, we have created a
predictive model for 1-year mortality after elective TEVAR for aneurysm
using preoperatively available risk factors.
Methods: A prospectively maintained registry of 526 TEVARs per-
formed at the University of Florida between 2000 and 2010 was queried for
patients with intact degenerative aneurysm as their primary pathology.
Procedures with urgent or emergent indications were excluded. Baseline
co-morbidities, anatomic details, and operative planning were recorded.
Variables available in the preoperative setting were evaluated with univariate
analysis, and then a multi-variate Cox proportional hazards analysis was
performed to identify independent predictors of 1-year mortality.
Results: A total of 224 patients were identified and evaluated. Thirty-
day and 1-year mortality were 3.1% (n 7) and 15% (n 33), respectively.
Factors associated with 1-year mortality included: age70, need for adjunc-
tive intra-operative procedures (e.g. brachiocephalic/visceral stents, con-
comitant visceral de-branching procedures), peripheral vascular disease,
coronary artery disease, and chronic obstructive pulmonary disease (Table).
A diagnosis of hyperlipidemia was protective. When patients are grouped
into those with 0, 1, 2, 3 or 4 of these risk factors, the predicted one year
mortality was 1, 3, 10, 27 and 54% respectively, which correlated well with
the actual one-year mortality in our patients (Fig).
Conclusions: Factors predictive of 1-yearmortality in TEVARpatients iden-
tified in the preoperative setting can guide clinical decision-making. Older patients
withmultiple co-morbidities have very high predicted one-year mortality, andmay
bebest servedbywaiting for a larger aneurysmsize to justify the riskof intervention.
Table. Predictors of one year mortality after TEVAR for TAAa
Risk factor HR 95% CI P value
Age 70 years 5.7 2.1–16 .001
Adjunctive procedures 4.4 1.9–10.8 .001
Peripheral vascular disease (PVD) 3.0 1.4–6.7 .006
Coronary artery disease (CAD) 2.4 1.1–4.9 .02
COPD 1.9 0.9–3.9 .06
Hyperlipidemia history 0.4 0.2–0.7 .006
CI, Confidence interval; COPD, chronic obstructive pulmonary disease;
HR, hazard ratio; TAA, Degenerative thoracic aneurysm; TEVAR, thoracic
endovascular aortic aneurysm repair.
aFactors identified using Multivariate Cox Proportional Hazards Model
Survival Comparison of Patients Undergoing Secondary Aortic Repair
Dean J. Yamaguchi, Marjan Mujib, Thomas C. Matthews, Marc A. Passman,
Mark A. Patterson, Steve M. Taylor, Bruce G. Lowman, Bart R. Combs,
Fig.WilliamD. Jordan, Jr, University of Alabama at Birmingham, Birmingham, Ala
c
pIntroduction: Infrarenal abdominal aortic aneurysm (AAA) repair
equires lifelong surveillance due to continued disease. The outcome of a
econd aortic intervention may further be affected by therapeutic approach.
n the current study, we evaluated outcomes in patients who underwent
econdary aortic procedures after initial aortic repair, either EVAR or open.
Methods: Patients who underwent open repair (N  1012) or EVAR
N 1244) between 1986 and 2011 were identified in the vascular surgery
atabase. Within this population, we identified patients who subsequently
nderwent a secondary aortic intervention (N149), either open or endo-
ascular. Chi-squared data analysis was then performed utilizing SAS, and
aplan-Meier survival curves were calculated.
Results: During a 25-year study period, 2256 abdominal aneurysm
epairs were performed with 149 patients (6.6%) requiring secondary aortic
rocedures. Of these 149 patients, 77 (51.7%) underwent initial EVAR (Group
) while 72 patients (48.3%) underwent open AAA repair (Group 2). Sixty-one
roup 1 patients (79.3%) (61/77) underwent secondary EVAR while 16
atients (20.7%) had a secondary open aortic procedure performed. Group 2
atients were evenly distributed between EVAR (36) or open (36) secondary
epair. Group 1 one-year mortality was 15.6% (12/77) while Group 2 one-year
ortality was 25.0% (18/72). One-year mortality for Group 1 patients who
nderwent secondary EVAR was 16.4% (10/61) and 12.5% (2/16) for those
ho underwent secondary open repair. Amongst Group 2 patients, secondary
VAR resulted in a one-year mortality of 27.8% (10/36) while that for patients
ho underwent secondary open repairs was 22.2% (8/36). Kaplan-Meier plots
llustrated greater short-term (1 year follow-up) survival for patients who
nderwent EVAR followed by secondary open aortic intervention. However,
ong-term (1 year follow-up) survival was best for Group 2 patients after
econdary open aortic interventions.
Conclusion: Patients who underwent initial EVAR followed by a
econd aortic procedure had lower one-year mortality than those who had
pen repair. Furthermore, secondary open aortic intervention after initial
VAR was associated with reduced one-year mortality compared with
econdary aortic procedures, either endovascular or open, undertaken after
nitial open repair. These data suggest a preference for initial EVAR ap-
roach to infrarenal aortic aneurysms given the associated lower short-term
ortality in patients who require secondary aortic intervention.
pontaneous Expulsion of a Dacron Patch After Carotid Endarterec-
omy
inda Le, Kristofer Charlton-Ouw, Ali Azizzadeh, University of Texas
edical School Houston, Houston, Tex
Introduction: Patch angioplasty during carotid endarterectomy
CEA) has been shown to reduce the risks of peri-operative and late stroke as
ell as recurrent stenosis. Two frequently used synthetic materials for patch
ngioplasty are polytetrafluoroethylene (PTFE) and knitted polyester (Da-
ron). Although complications from synthetic carotid patches are rare,
nfection and pseudoaneurysm formation have been reported. We report a
ase of a spontaneous Dacron patch expulsion without any stenosis or
seudoaneurysm formation. This is a late complication that has not been
reviously reported in the literature.
Methods: A68 year oldwomanwith a history of diabetesmellitus, coronary
rtery disease, and peripheral arterial disease underwent a left CEA with Dacron
atch angioplasty for asymptomatic high grade stenosis in March of 2006. The
rocedurewas technically unremarkable. The patientwas discharged homeonpost
perative day one with no complications. She was making a satisfactory recovery
uring her postoperative clinic visit at 1 month. She remained asymptomatic until
anuary 2010. She visited her primary care physician for a ‘boil’ in themid aspect of
er incision.Thiswasdiagnosed as a stitch abscess and treatedwithwarmcompress.
ver the next two months the patient had some flare ups of her incision site with
inimal bloody discharge. In March of 2010, the patient removed some patch
aterial whichwas extruding from the incision (Fig 1). The remainder of the patch
xteriorized over the next two days.
Results: The patient visited her cardiologist who referred her for
urther evaluation. On follow up visit, a small sinus was present in the mid
spect of the left neck incision without any erythema or drainage. Examina-
ion of the exteriorized material confirmed expulsion of the entire Dacron
atch. A selective left carotid angiogram was performed (Fig 2). The study
emonstrated intact left common, internal and external carotid arteries
ithout any evidence of stenosis or pseudoaneurysm formation. The patient
as managed conservatively. The left neck sinus has subsequently healed.
Conclusions: Patch angioplasty is commonly performed after CEA.
tudies have demonstrated a decrease in stroke and recurrent stenosis.
ynthetic material, such as Dacron or PTFE, are readily available and easy to
se. The incidence of complications such as infection and pseudoaneurysm
ormation is extremely low. Although expulsion of a PTFE patch after CEA
as been reported in two patients, based on our review of the literature, this
s the first report of a Dacron patch rejection. The most likely explanation of
his patient’s clinical course is a chronic patch infection with gradual sinus
ormation and foreign body rejection. Although no stenosis or pseudoan-
urysm was visualized on this patient’s angiogram, an intact arterial wall
annot be proven without histological evaluation. Our plan is to follow this
atient with serial ultrasound.
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December 20111860 AbstractsUse of CT Angiography and CT Perfusion Imaging in the Selection of
Hyperacute Stroke Patients to Undergo Emergent Carotid Endarter-
ectomy Versus Intra-Cranial Thrombectomy
Grant R. Major, Mark W. Fugate, Thomas G. Devlin, R. Kent Hutson,
University of Tennessee College of Medicine Chattanooga, Chattanooga,
Tenn
Fig 1.
Fig 2.Background: Patients with acute stroke symptoms due to carotid
disease are typically not considered for emergent carotid endarterectomyCEA) due to the risk of fatal intracranial hemorrhage secondary to
eperfusion injury. Past studies have failed to show consistent benefit of
arly operative intervention, presumably due to a high rate of unrecog-
ized intracranial thromboembolism. The emergence of neuro-endovas-
ular clot retrieval has revolutionized acute stroke treatment since initial
evice clearance by FDA in 2004. While approximately 1 in 10 patients in
he national registry undergoing emergent intracranial embolectomy
equired simultaneous carotid revascularization (typically angioplasty),
his ratio increased to approximately 1 in 3 for patients in the southern
troke Belt. In this setting, a small, but well defined, population of
atients has emerged that present with severe acute stroke symptoms due
o critical carotid stenosis or occlusion without intracranial thromboem-
olus. Based on the recent radiology techniques utilized by endovascular
troke specialists, this case report describes how Computed Tomography
CT), cervical and cerebral CT angiography (CTA), and CT perfusion
CTP) imaging can be used to emergently recognize stroke patients
ithout intracranial thromboembolism who are candidates for emergent
urgical carotid revascularization.
Methods: As done routinely in all stroke patients, non-enhanced CT
maging is first performed to rule out intracranial hemorrhage and other
NS pathology that would contraindicate emergent therapy. Next, CTP
s performed allowing discrimination of potentially reversible brain isch-
mia from irreversible brain injury. CTA of the head and neck is then
erformed to identify thromboembolus location in the extra-cranial
arotid system, the intra-cranial circulation, or both. Based on this
maging, patients with isolated extra-cranial carotid lesions with poten-
ially reversible brain ischemia may be identified. By correlating the
atient’s symptomatology with detailed imaging data, the surgeon can
est assess risk-benefit ratio and select those patients properly suited for
mergent CEA.
Results: We describe a case in which emergent CEA was performed
o achieve symptomatic resolution in a patient experiencing a massive
troke-in-evolution. Importantly, the utilization of CTP is illustrated to
dentify salvageable ischemic penumbra in this patient, thus influencing
he decision to proceed with surgery. Once viable brain tissue was
onfirmed, the patient was immediately taken to the operative theatre for
mergent CEA, and dramatic improvements were observed postopera-
ively.
Conclusions: We conclude that emergent CEA is indicated in select
atients presenting with acute stroke-like symptoms. CTP, in conjunction
ith CT and CTA, helps delineate patients with salvageable brain tissue and
hould be used in the initial work-up of these patients. Rather than adhering
o strict time frames, we advocate the utilization of CT-CTA-CTP in the
iagnosis and decision-making process regarding markedly symptomatic
troke patients who are potential candidates for emergent CEA.Fig 1.
